Patterson: Adhesions of the larynx, about 1889 Gouguenheim read a paper in Paris on the subject, showing that most cases of so-called prolapse of the ventricle were tuberculous, an opinion which his (the speaker's) own experience had confirmed. Still, Dr. Irwin Moore had proved his specimens to be genuine eversion. Sir James asked whether the President had proved by microscopic examination that the tumours he referred to were not tuberculous.
Mr. JEFFERSON FAULDER said the specimen from Golden Square had been shown twice before as prolapse of the ventricle, and on neither of the occasions was there discussion on it. There was at the same hospital another specimen of the same kind. As to the causation of possible eversion of ventricle, other than pressure of a tumour, he suggested that chronic ulceration with infiltration as seen in the specimen under discussion, together with fibrosis and possibly cicatrization, might evert the healthy area of membrane between, as it did in polypoid disease of the rectum.
Sir STCLAIR THOMSON was pleased to note so much support for his statement that there was no such condition as prolapse of the ventricle, because the President's sections, unless they were dissected from outside, as Dr. Irwin Moore's had been, and unless microscopical sections were made, failed to demonstrate any actual prolapse of the ventricle. Koschier (of Vienna) made histological examinations in nineteen cases and demonstrated that there was no actual eversion of the sinus in any instance.' " Prolapse," such as occurred with the uterus or even the rectum, was anatomically impossible.
The PRESIDENT, replying to Sir J. Dundas-Grant, said the specimen he showed was not tuberculous. It was generally agreed that in using the term " ventricle " the sacculus laryngis was included; therefore it would be hair-splitting and a waste of time to argue that there could not be prolapse of the ventricle without prolapse of the sacculus. It was really comparable to the eversion of a finger-stall, the tip representing the apex of the ventricle or the sacculus; the apex reached the mouth of the ventricle first.
Adhesions between the Back of the Tongue and the Posterior Pharyngeal Wall.
By NORMAN PATTERSON, F.R.C.S. MALE, aged 22, a bookbinder. Since 9 years of age has been treated for lupug, extbnding from the forehead on to the nose, which originated from a trauma. Two years ago -first noticed dysphagia, unless food was carefully masticated. No pain. A year ago obstruction in the nasopharvnx occurred. Tonsils and adenoids removed at 6 years of age. No history of exanthematous fevers.
Present condition: Dyspncea on exertion. Dysphagia with hard foods. Oropharynx shows numerous bands of scar tissue, extending from the pharyngeal wall, border of soft palate and posterior pillars of the fauces, down to the base of the tongue, with small. communications between the buccal cavity and the hypopharynx. Nasal cavity, except for deflected septum (to right), shows no abnormality. Wassermann negative.
Opinions are solicited as to treatment.
DISCUSSION.
Mr. F. ROSE considered there was a patch of active lupus in the palate, and that the disease had destroyed the epiglottis, with resulting adhesions. He suggested that -the adhesions should be divided, followed by other active measures. I Wiener klimi. Wochenschr., 1897, No. 37. Sir J. DUNDAS-GRANT asked whether the inesial band, which seemed to be attached to the remains of the epiglottis, was attached to the posterior wall, or whether a bent probe could be passed behind it.
Mr. DOUGLAS HARMER said he had seen a lad, aged 17, with a very similar condition of the pharynx. Three months previously he had been operated upon for tonsils and adenoids, followed by scarring like that seen in this case, but without the mesial band. The scars had contracted so much that the patient was unable either to breathe or to swallow, and tracheotomny and gastrostomy had been performed. Division of the stricture first with the knife and then by diathermy (the whole ring being excised), improved the condition for some months, but the stricture gradually recurred in spite of dilatation, and ultimately it becamie so nmarked that only a smnall probe could be passed through it. There was no evidence either of tubercle or syphilis. Probably in such a condition there was some other infection similar to that which occurred in keloid.
Mr. G. W. DAWSON referred to two patients with adherent palate whoiml he showed two years ago, and who complained of increasing deafness and retained nasal secretion.
Wassernmann positive. In one of the cases previously operated upon the opening was not maintained. In both cases a dental plate, with a hollow prong protruding upwards into the nasopharynx, was employed with success.
Sir WILLIAM MILLIGAN agreed with Mr. Harmner that in this case there was something more present than the ravages of lupus-probably primarily obscured diphtheria, which, unrecognized, started the keloid process. He doubted if rnuch could be done of a permanent character. He had in somewhat similar cases divided the adhesions with a knife or by diathermy, and employed a lead curtain suspended behind the palate. Improvelmlent for some months followed, but the cases always relapsed.
